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Gautam R. Shroff, MBBS,a Minneapolis, MinnFIGURE 1. CTwith contrast shows the tumor (asterisk) in both long-axis
and transverse views. The pericardial effusion is also evident in the trans-
verse view (arrow).An 86-year-old woman with a medical history of hyper-
tension was transferred to the Hennepin County Medical
Center for severe substernal chest pain radiating to her
back, associated with coughing. Physical examination
revealed normal heart sounds with irregular heart rate, sym-
metric pulses, and intact neurologic examination. Electro-
cardiogram on admission showed atrial fibrillation. Chest
computed tomography (CT) with contrast obtained before
her transfer demonstrated soft tissue surrounding her
ascending aorta, which was diagnosed as an aortic intramu-
ral hematoma (Figure 1) and a small pericardial effusion.
An aortic dissection flap was not observed. Transthoracic
echocardiography before emergency surgical exploration
showed a soft tissue collection posterior to the ascending
aorta without a dissection flap and a small pericardial
effusion. On surgical exploration, a large white mass com-
pletely surrounding the distal ascending aorta and com-
pressing the superior vena cava was observed. Biopsies
from this mass were obtained showing a monomorphic
spindle cell sarcoma (Figure 2). Immunostains for a variety
of markers were negative, including wide spectrum cytoker-
atin, cytokeratin 5/6, Wilms’ tumor protein 1, Transducin-
like enhancer of split 1, CD34, actin, desmin, and S-100.
The morphology and immunohistochemistry were consis-
tent with a high-grade adult-type fibrosarcoma. No other
surgical intervention was performed. The patient elected
to have her care at a different institution, and therefore no
follow-up data are available. On the basis of the above
stains, the tumor could be aortic or cardiac in origin.
DISCUSSION
Soft tissue sarcoma of the heart or the large vessels is a rare
clinical entity, accounting for only 1% of all sarcomas.1 A re-
cent series by Bahrami and Folpe2 at Mayo Clinic concluded
that true fibrosarcoma is rare, accounting for less than 1% of
approximately 10,000adult soft tissue sarcomas seenatMayoFIGURE 2. Histopathology. Biopsy from mass was obtained, showing
a monomorphic spindle cell sarcoma.
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Brief Clinical ReportsClinic. The diagnosis of fibrosarcoma is reserved for those
tumors in which no specific form of cellular differentiation
is identifiedby light or electronmicroscopyor by immunohis-
tochemistry. The prognosis of patients with soft tissue
sarcoma of the heart and the great vessels is dismal, because
many patients present with locally advanced or metastatic
disease at the time of initial diagnosis.1
This case highlights important teaching points. Fibrosar-
coma surrounding the ascending aorta may mimic aortic
dissection,3 and cardiovascular imaging is an important
tool in establishing a noninvasive diagnosis. Aortic dissec-
tion and intramural hematoma are more common compared
with other primary aortic pathologies. Aortic intramural he-
matoma is characterized primarily by aortic wall hematoma
without a demonstrable intimal flap or penetrating ulcera-
tion and can be defined with CT as a localized, crescentric,
high attenuation area long the aortic wall on non-contrast
CT and relatively low attenuation area without enhance-
ment on contrast-enhanced CT.4 In retrospect, clues for
the tumor in our patient were the presence of subtle
enhancement in the mass, irregular margins, and possibly
violation of tissue planes.e8 The Journal of Thoracic and Cardiovascular SurgeCONCLUSIONS
Both transthoracic and transesophageal echocardiogra-
phy are limited in their ability to allow characterization of
soft tissue masses. If a tumor is suspected, magnetic reso-
nance can be helpful to define tissue characteristics and
can be considered, especially in non-emergency settings.5
A high index of clinical suspicion needs to be maintained
for conditions such as aortic and cardiac tumors, which
are rare in clinical practice.References
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